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November 29, 1971 



Board of County Commissioners 
Montgomery County Court House 
Norristown, Pennsylvania 

Gentlemen: 



On behalf of the Montgomery County Drug Commission, I 
hereby transmit for your review and consideration the completed research 
report and survey on drug abuse in Montgomery County. The report has been 
incorporated into a single volume and is divided into eight sections which 
we believe to be the key elements of the drug abuse syndrome. 

This nine-month study provides factual knowledge for your 
use. It is the earnest belief of the Drug Commission that this study will 
provide you with the information and direction necessary for County govern- 
ment to effectively begin to assist its citizens with the problem of drugs. 

We wish to express to you our sincerest gratitude for your 
wisdom and insight in appointing this Drug Commission and extend our 
appreciation for providing the materials necessary to accomplish this task. 



Respectfully, 




Andrew L. Lewis, Jr. 
Chairman 
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FOREWORD 



The experiences of the past year have been rewarding and 
frustrating for the Montgomery County Drug Commission — rewarding in 
the sense that we have have had an opportunity to review a very complex 
social problem and to make recommendations relative to its cure — 
frustrating in that the complexity of the problem grew with our understand- 
ing. Although in our judgment, our recommendations are valid based on 
our present understanding, they are in no means sufficiently comprehen- 
sive to be considered complete. Further study is required with greater 
involvement of people with technical competence to implement the ideas 
documented herein. 

In our judgment, the composition of the membership of the Drug 
Commission proved to be a proper mixture. The obvious contradictions 
in testimony provided by the information brought to us through interviewing 
experts, visiting various types nf drug facilities, and voluminous readings 
were more easily brought to perspective by a lay committee. The variance 
in ages, ethnic backgrounds, and life styles of the committee also pro- 
vided a healthy balance when evaluating data. 

The Commission is most appreciative of the open cooperation 
received throughout the entire community. Many hours of testimony were 



provided by experts in the drug field. The County Commissioners stayed 
close to the problem through regular attendance at almost all of our ses- 
sions. The County schools provided valuable insights into the drug situa- 
tion in the County through the research survey. The professional staff 
working with the Commission donated many hours beyond a normal work 
day to complete this study within a limited time. The attendance of the 
Commission members to meetings, consuming many Saturdays, evenings, 
and field trips during the week, was most gratifying. In short, the response 
to a concern for drug abuse was in keeping with the severity of the problem. 

Although it is difficult to express particular appreciation to only a 
few individuals, we would like to thank County Commissioners A. Russell 
Parkhouse, Frank W. Jenkins, and Daniel T. Costello for the opportunity 
to serve on the Commission and for the staunch support they have provided. 
The Commission is most grateful to Hilory G. Oliver, Jr. , our Executive 
Director, who has worked night and day as an employee and volunteer to 
complete this study with a great sensitivity to the people with whom we 
have worked and to the problem of drug abuse. Montgomery County is 
fortunate to have a professional staff member with Hilory's devotion. 

As chairman, I thank the members of the Commission for the oppor- 
tunity provided me to serve as their chairman and for their diligence in 
pursuing this project. It has been one of the most gratifying and, at the 
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INTRODUCTION 







Sir.ce the inception of the Montgomery County Drug Commission 
in December of 1970, there has been a constant effort to obtain and record 
systematic data on the drug abuse problem. This study was initiated by 
the County Commissioners when it became apparent that the casualty rate 
of drug abusers was growing at an alarming speed. Most County human 
service agencies were reporting increases in drug referrals. Additionally, 
several communities had reouested specific action to help them stem the 
tide of this insidious social infection. The District Attorney had reported 
that as of January, 1970, 167 persons had been brought before the court 
on drug charges for that year. In addition, as of December 30, 1970, a 
backlog in criminal cases of 2,470 had accrued and approximately 20 to 
25 percent reprerented some type of drug offense. The Chief Juvenile 
Officer had reported that in 1970, a total of 210 male children anc, 46 
female children had been referred to the Juvenile Court for narcotic and 
nonnarcotic drug offenses. A review of the Coroner's records for the 
County indicated that in 1970, 24 County residents died as a result of , 



of 1969, and the obvious statistical trend showed a marked increase in the 



drug abuse either through accidental or suicidal means. 



All agencies had reported a substantial increase over the statistics 





use of drugs by citizens in our County. In view of this, the County 
Commissioners decided that the County must try to respond to the com- 
munities' needs. It was clear that before any course of action could be 
taken, an in-depth review of the problem had to be conducted to identify, 
as clearly as possible, the scope and depth of drug abuse. Initially, the 
Commission was charged with the responsibilities of identifying the type 
and amount of drug abuse occurring in Montgomery County, and to then 
determine what facilities were presently available to deal with that prob- 
lem. However, it soon became apparent to the Drug Commission that 
these two objectives represented only one part of a very complex problem. 
The Commission was going to have to look beyond the symptoms of drug 
abuse itself if any meaningful approaches for dealing effectively with the 
problem were to be developed. In essence, knowing the size of the prob- 
lem did not provide enough data for determining what caused it or how to 
most effectively deal with it. The Commission saw its purpose as not 
only providing information as to what role the County could best play, but 
also to recommend programs which would help identify and deal with the 
roots of drug abuse behavior. Thus, a third objective was adopted by the 
Commission which addressed itself to the need for identifying causality 
factors for drug abuse and suggesting programs which would be meaningful 
in changing these factors. 

Since December of 1970, the Drug Commission has heard testi- 
mony from 66 persons who are in some way working on the drug problem. 




xiv 



13 



T 





The majority of these witnesses were from Montgomery County and 
addressed themselves specifically to local problems. In each and every 
case, the recommendations for certain needs were repeatedly reported by 
these witnesses. In addition, it was constantly emphasized by various 
witnesses that drug abuse behavior was only a symptom, and that the 
Commission must look beyond this symptom if any effective changes were 
going to be realized. 

After three months of study, the Drug Commission submitted to the 
County Commissioners three interim recommendations for immediate con- 
sideration. These recommendations were supported by Commission testi- 
mony, community calls to the Commission, and the Drug Commission's own 
findings and conclusions. 

The three recommendations were as follows: 

1. To investigate the feasibility of creating a 24-hour 
emergency reception center to service all citizens in the 
County of Montgomery with a drug problem. 

2. To endorse and fund the establishment of an outpatient 
methadone clinic within the County of Montgomery for 
the purpose of treating heroin addicts, and that this 
treatment modality be seen as another approach to 
meeting the needs of addicted persons and not as the 
total answer to treatment of drug abusers. 

3. That the County of Montgomery retain the services of 
SRI -Human Systems Institute to conduct a County-wide 
survey for the purpose of obtaining data in the following 
areas: 

a. A statistically determined measure of the number of 
young people in the County who were using drugs. 

b. An assessment of the type of drugs used by County 
youths. 

xv 
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c. An assessment of attitudes towards drugs held by 
County youths. 

d. Causality factors for drug use. 

e. Identification of those communities where drug abuse 
was most seriously reflected by arrest records, 
survey results, and medical referrals. 

f. Other related sociological and demographic data 
relating to the drug abuse syndrome. 

In addition to the above steps, the Drug Commission immediately 
saw the need to go into tho community for direct interviews with treatment 
facilities now in existence. As a result, the Commission formulated three 
subcommittees and proceeded to visit various established treatment pro- 
grams in Delaware Valley and New Jersey. This approach allowed the 
Commission members to see the realities of program treatment problems 
and provided them with a direct understanding of the treatment models now 
being utilized. In all cases, the committees reported back that this 
approach had proven very meaningful in helping them to fulfill the task 
charged by the County Commissioners. 

In summary, the Montgomery County Drug Commission has attempted 
to complete its objectives as quickly as possible. It has, since its incep- 
tion, been cognizant of the increased rate of drug abuse and the need for 
immediate action. However, by taking the time to study the problem, the 
Commission has been able to come forward with recommendations to the 
County Commissioners that are based on sound fact and knowledge of what 
is happening at this time. The Commission's desire to act promptly was 



reflected by its endorsement of a methadone program and its recommenda- 
tion for an emergency reception center. In both cases, the Commission 
gathered sufficient supportive data to warrant these recommendations and 
thus moved forward on them. At present, a methadone model has been 
approved by the County Commissioners, and hopefully that program v/ill 
soon become a reality. In the matter of the emergency reception center, 
the County Commissioners have instructed the Mental Health-Mental 
Retardation Board to begin investigating with the Drug Commission the 
possibilities of developing such a unit within the next few months. In 
regards to the survey, its findings are enclosed in this report arid, in 
part, form the basis for the Commission's recommendations. 

The Commission has carefully studied all testimony and in each 
area of concern, has attempted to report on those specific services which 
will most effectively provide to the County a meaningful approach to the 
drug abuse syndrome. It is the Commission's desire that all recommenda- 
tions pertaining to any one area will be reviewed by those professionals 
in that field and expanded on as they see fit in terms of the reality of 
their capacities. It should be noted that the Commission, because of the 
massive amount of information in the various areas, did not attempt to 
develop total programs but only wished to provide the nucleus of those 
elements which would ultimately be the seeds of truly tailored services. 

It is the Commission's intent that the following pages will be the 
beginning of the demise of drug abuse. 
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HISTORICAL REVIEW 



From time immemorial, behavior-affecting and mind-altering drugs 
have been used, prescribed, and recommended for their tension relieving 
capabilities. Many cultures used drug preparations in religious rites. 
Relative to the span of history, only recently have some drugs been outlawed. 

Marijuana's effects were known as far back as 2700 B.C. when 
Emperor Shen Neng of China recommended marijuana for gout, constipa- 
tion, and "absent mindedness." Primitive peoples were familiar with 
such agents as opium, cocaine, and hashish to induce states of intoxi- 
cation during religious rites. * 

Coca has been used in the Andes by the inhabitants for centuries as 
a stimulant while performing heavy labor. When taken in leaf form, the 
cocaine content is so small as to compare with coffee drinking in this 
country. Coca was mixed with wine in France to make a popular beverage 
known as vin coca mariana during the 19th century. It was also an ingre- 
dient of Coca-Cola until 1904 when it was prohibited by the Federal 
Government. ^ 



Drug Abuse: Escape to Nowhere (Philadelphia: Smith, Kline & French 
Laboratories, 1968), p. 16. 

Richard R. Lingeman, Drugs from A to Z: A Dictionary (New York: 
McGraw-Hill, 1969), pp. 43-44. 
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Peyote was in use in South and Central America before the advent 

of recorded history. The Aztecs considered it divine, and in remote areas 

Mexican Indians continue to use it as a vehicle for communicating with 

divine spirits. The Native American Church which is an organization of 

3 

American Indians use it in religious ceremonies protected by law. 

Opium was known as far back as 1500 B.C. by the Egyptians and 

was the most important of these substances from a medical standpoint. 

During the Greco-Roman period, opium was used for sleep-inducing and 

pain-relieving properties. Opium intoxication had the power to allay fear, 

gloom, and despair. In Homer's Odvssev written in the ninth century B.C. , 

opium was referred to as "a drug potent against pain and quarrels and 

charged with the forgetfulness of all trouble; whoever drank this mingled 

in the bowl, not one tear would he let fall the whole day long, not if 

mother and father should die, not if they should slay a brother or a dear 

4 

son before his face and he should see it with his own eyes. 

By the 18th century opium was used in the American colonies by 
physicians as a therapeutic agent. Doctors advocated its use as an anal- 
gesic in venereal disease, cancer, and dysentery. In 1791, one Hast 
Handy proclaimed in his medical thesis that opium and alcohol were similar 
in effect and therefore saw no reason why broader use of the drug could not 
be made. Benjamin Rush, a physician and signer of the Declaration of 



3 

Ibid . , p . 198, 

4 

Drug Abuse. Escape , p. 16. 

‘is 



Independence, recommended the opium be used for treatment of typhoid fever 
and "in all those fevers where wine is safe or proper. " Thus, it must be 
stated that in the 18th century when medicine was in the staqe of breaking 
out of infancy into the modem era, opium was improperly understood, and 
its addiction properties were not recognized. 

Opium addiction was further complicated by the discovery of opium 
alkaloids; morphine in 1805 and codeine in 1832. Physicians, who had just 
begun to realize the addictive dangers of opium, could not see the connec- 
tion between opium and the potential hazards of these derivatives. In terms 

of potency, morphine became popular since one grain of morphine had an 

1 

analogous effect of 10 grains of opium. The invention of the hypodermic 
needle in 1843 only increased the possibilities for administration of the 
opiates and led to further spread of addiction.^ 

Morphine was used widely in the Civil War for pain relief of battle 
wounds and dysentery. Vast numbers of soldiers afflicted with what was 
termed "Soldiers Disease" returned to civilian life addicted to morphine. 
Subsequently, various forms of opium and its derivatives to be taken orally 
were available commercially after the end of the Civil War. These included 
laudanum which was a mixture of one grain of opium to 25 drops of alcohol, 
paregoric which was one grain of opium to 480 drops, and Dover's powder 
which was opium mixed with ipecac and milk sugar. Opium was smoked, a 
practice introduced to San Francisco by Chinese laborers after the California 
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Gold Rush. Opium was also pulverized for use as suppositories and 

6 

morphine was administered orally, rectally, and hypodermically. 

In 1898, heroin was synthesized and was proclaimed a major break- 
through in the treatment of morphine addiction. Initially considered non- 
addictive, it created addicts by the thousands according to some sources. 

During the 18th and 19th centuries, the medical view of opiate 
addiction had been ambivalent and capricious. Physicians often regarded 
opiate addiction and alcoholic addiction in like manner. Some doctors saw 
no connection to addiction at all, and therefore saw no reason to regulate 
administration while others conceded that consequences resulted from opiate 
use, but determined there was no effective treatment of the "opium disease." 
Others felt that opium did not affect all races alike. One writer stated that 
opium "seldom intoxicates the European; it seems habitually to intoxicate 
the Oriental. It does not generally distort the person of the English or 

7 

American; in the East it is represented as frequently producing this effect." 

Although it is alleged with much justification today that opiate 
indulgence has its roots in the urban ghetto community, this was not true 
in the 19th century. Use and abuse of opium and derivatives cut across 
economic and social lines, but was most prevalent in the middle and 
upper middle classes. The exception to the rule, of course, was opium 

6 

Ibid. , p. 18. 

7 

Horace B. Day, The Opium Habit . 1868 as cited in Drug Abuse: Escape , 
p. 19. 
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smoking, an indulgence of the Chinese which were lower class. 

Opium eating was an upper class obsession as distinguished from 
opium smoking. The most prominent people addicted to opium without 
realizing its dangers were authors Thomas De Quincey (Confessions of an 
English Opium Eater) . Edgar Allan Poe, Francis Thomas, Samuel Taylor 
Coleridge and composer Modest Moussorgsky. Thousands of other promi- 
nent people in social and literary circles were addicted to opiates. If not 

addicted, thousands of others had at their disposal quantities of gum 

9 

opium, tincture of opium, paregoric, and others. 

Gradually, a change occurred in the public attitude toward narcotic 
addiction for the following reasons: 

1. Physicians became aware of the evil wrought by narcotics, 
but they did not set about to morally condemn addicts. 

2. Some states tried to legislate against narcotic addiction as 
early as 1862. 

3. Physicians took to criticizing the destructive nature of 
drug -dependent persons. 

4. The newspapers started sensationalizing the accounts and 
personal stories of addicts and physicians treating them. 

5. The result was a polarization of the controversy through infor- 
mation and misinformation available. Some saw addiction as 
an illness while others found it a vice. However, narcotics 
could still be purchased legally. Thus there was no connec- 
tion between addiction and criminal behavior. ^ 



8 

Ibid . , p. 20. 

9 

Ibid . 

10 

Ibid . , pp. 20-22. 
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The first federal attempt to control narcotic addiction came in 1909. 

This was an act to prohibit the importation of opium and its derivatives 

except for medical purposes. By 1912 many cities and every state but one 

had laws regulating the prescription and selling of narcotic drugs, but they 

were not vigorously enforced. Hence, it was still possible to purchase 

11 

opium and its derivatives at pharmacies. 

The Harrison Act of 1914 originally set out to regulate the production, 
distribution, and manufacture of narcotics through the registration and pay- 
ment of an occupational tax by all parties concerned. However, subsequent 

court decisions further restricted and limited the right of physicians to 
. . 12 

prescribe narcotic drugs. 

From 1913-1923, 40 outpatient clinics to treat narcotic addiction 

opened, but were closed because it was felt that drug dispensing as a part 

13 

of treatment from these units was too lax and that it hindered recovery. 

This is the point at which the underworld made inroads into the 
narcotics traffic. Addicts cut off legally and clinically from drugs turned 
to illicit sources of supply. Naturally enough the general public soon 
linked narcotics addiction with crime. The Supreme Court did little to aid 
rehabilitation. It focused instead on stiffer penalties. 
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Lingeman, Drugs from A to Z . p. 91. 
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Drug Abuse: Escape . p. 23. 



In 1915, the Court decided in U.S. vs. Tim Fuev Mov . 241 US 394 



that possession of smuggled drugs by an addict was a violation of the law. 
The Harrison Act had required only that the drugs received by addicts must 
be from a registered physician. However, the Court ruling had the effect 

of expanding the Act's meaning which had not before specifically outlawed 

r 14 
possession of narcotics. 

In other cases in 1919, 1920, and 1922 the Court declared that 
physicians who prescribed drugs to addicts to keep addicts from suffering 
the effects of withdrawal were not under the protection of the law. Pre- 
scription of small amounts as part of the course of professional treatment 
in attempting to cure the addict was allowed. However, in one conviction 
in 1925, a physician was prosecuted for selling four tablets of opium to a 
police informant. In overruling the lower court decision, the Supreme Court 

in Linder vs. U.S. stated that the amount prescribed was insignificant and 

15 

was not a flagrant abuse of the doctor-patient relationship. 

Encouraged in part by the Supreme Court, the public, and the 
Harrison Act, narcotics officials reasoned that to stamp out the immorality 
of narcotics addiction the addict had to be treated primarily as a criminal 
and secondarily as a sick person. Hence, Congress passed legislation in 
1929 for the construction of two high security addiction treatment centers to 
be located in Lexington, Kentucky and Fort Worth, Texas. 

* ^Alfred R. Lindesmith, The Addict and the Law (New York: Random House, 
1967), p. 5. 
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Ibid . , pp. 6, 8. 
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In 1931, the Federal Bureau of Narcotics was created to augment 

law enforcement efforts on the state and local level. It now has 300 agents 

in the field with an annual budget of six million dollars.. Its functions are 

to investigate, detect, and prevent violations of the law regarding opium, 

opium derivatives, cocaine, and marijuana which are all classified as 

narcotics. The Bureau also regulates importation of crude opium for manu- 

16 

facture into morphine. 

Marijuana srnoki* g was introduced to the United States in the early 

1900's by Mexican laborers and by merchant seamen of Latin American 

descent, into New Orleans in the 1920's. State authorities ignored the 

practice for the most part until the 193 0's when lurid stories depicted the 

17 

increase in crime on children high on the "muggles." 

During World War II, marijuana was grown in the United States for 
its hemp content. Strong fibers were obtained only from the male plant. 

The marijuana hemp was grown in the United States because the principal 
source of hemp from Manila was cut off by Japanese conquest of the 
Philippines. However after the war, production of domestic hemp was 
once again curtailed. At the same time, the spread of marijuana increased 
steadily among Negro and Latin American musical subcultures. 

In the 1950's marijuana smoking had found its way into the lower 
classes in the center city, intellectuals, literary, and jazz circles. This 
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Lingeman, Drugs from A to Z . p. 31. 
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quaint alliance promulgated marijuana on the college level by the 1960's. 

By the end of the 1960's, marijuana use had reached into the secondary 
schools . ^ 

The Marijuana Tax Act of 1937 was modeled after the 1914 Harrison 

Act in that buyers and sellers of marijuana were required to register and 

pay a tax on the quantity of marijuana purchased as a matter of record. 

This Act came about after a brief hearing before a subcommittee of Congress 

and was then passed by the whole body with little discussion. Marijuana 

had become a matter of public concern, thanks to the chief of the Bureau 

of Narcotics who had waged a publicity campaign for several years prior 

19 

to the enactment of this legislation. 

The efforts of the Bureau of Narcotics were aided by one Earle Albert 
Rowell, "a hyperactive reformer and alarmist of the period." While objec- 
ting to alcohol with strong fervor, Mr. Rowell also condemned tobacco 

which he alleged would lead young and old alike down the path to the 
20 

deadly reefer. " 

Mr. Rowell stated the following about marijuana: 

"We know that marijuana — 

1. Destroys will power, making a jellyfish of the user. He 
cannot say no. 

18 

Ibid . , p. 145. 
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Lindesmith, The Addict and the Law , pp. 228-230. 
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Eliminates the line between right and wrong, and substitutes 
one's own warped desires or the base suggestions of others 
as the standard of right. 

Above all, causes crime, fills the victim with an irrepressible 
urge to violence. 

Incites to revolting immoralities, including rape and murder. 
Causes many accidents both industrial and automobile. 

Ruins careers forever. 



7. Causes insanity as its specialty. 

8. Either in self-defense or as a means of revenue, users make 
smokers of others, thus perpetuating evil."^ 

In 1943, Mayor La Guardia of New York City created a Committee on 
Marijuana which tested the effects of marijuana on 77 prison inmates. Its 
findings determined that the drug was relatively harmless and that legisla- 
tion against the drug was ill-advised. The report issued in 1945 stated 

that, "The smoking of the leaves, flowers, and seeds of Cannabis sativa is 

22 

no more harmful than the smoking of tobacco or mullein or sumac leaves." 

The La Guardia Committee report was attacked editorially by the 

Journal of American Medical Association arguing that the report had been 

the justification for a number of young people to "turn on," had stimulated 

drug peddlers in the plying of their trade, and had irreparably damaged the 

23 

efforts of law enforcement. 
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E. A. Rowell and R. Rowell, On the Trail of Marijuana , pp. 69-74 as cited 
in Lindesmith, The Addict and the Law , p. 229. 
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Although the Federal Bureau of Narcotics grew continually in size 

through the 1940's and 1950's marijuana arrests, despite official dogma, 

continued to decrease after 1952, The high point for federal arrests was 

1,288 in 1952. By 1958 the number had dwindled to 179. As the federal 

agency increasingly devoted its attention to "hard" narcotics detection, 

most states had adopted marijuana laws in line with the federal laws and 

had taken up the struggle against marijuana through local law enforcement 
24 

efforts . 

The La Guardia Committee report today is generally thought to be 

defective in two ways. Only 77 people were tested which by today's 

standards is not a representative sample. Also, the researchers tested 

25 

the effects of eating marijuana, not smoking it. 

If federal efforts for marijuana became lax during this period, 

efforts against hard narcotics became more harsh. Congress in 1956 passed 

the Narcotic Drug Control Act. This raised the mandated minimum penalty 

for a first violation of the Harrison Act to five years with no possibility of 

26 

probation or parole. 

The White House Conference on Narcotics and Drug Abuse in 1962 
disclosed some new attitudes on the drug subject. The conferees deter- 
mined that the narcotics addict is not only a criminal but a sick person who 
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Ibid . , p. 237. 
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Coles, Brenner, and Meagher, Drugs and Youth (New York: Liveright, 

1970), p. 157. 
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Drug Abuse: Escape , p. 23. 








suffers from "an inadequate personality. . .unable to cope with the stresses 
27 

of normal life. " The director of the Bureau of Prisons described the 

difficulty he was experiencing in rehabilitative efforts of addicts. He 

stated that most addicts were wholeheartedly indifferent to courses in 

28 

academic or trade training. Public attention has also been focused on 

a growing trend toward abuse of nonnarcotic drugs such as amphetamines, 

29 

barbiturates, tranquilizers, and hallucinogens , notably LSD-25. 

In 1962, the Supreme Court reaffirmed that an addict was a sick 

person. The Court overturned a California law that made it a criminal 

offense to be addicted to the use of narcotics. The justices declared that 

it was unlikely that any state government would attempt to make those 

suffering from mental illness, leprosy, or venereal disease criminals. To 

urge and provide rehabilitation was reasonable, but making a disease a 

30 

criminal offense was cruel and unusual punishment. 

In 1963, the President's Advisory Commission on Narcotics and Drug 
Abuse noted the relative safety of marijuana as mode of criminal behavior 
by recommending that all mandatory sentences be eliminated for crimes 



Ibid . , p. 24. 

Nat Hentoff, A Doctor Among the Addicts (New York: Rand-McNally, 
1968), p. 35. 
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Drug Abuse: Escape , p. 24. 

^Hentoff, A Doctor Among the Addicts . pp. 38-39. 
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involving it, and that judges be given full discretionary power in dealing 
31 

with offenders. In 1965 Congress, proceeding from a recommendation 
by the Commission, amended the Food, Drug, and Cosmetic Act of 1938 
to bring distribution of amphetamines, barbiturates, and other abused 
drugs under the Food and Drug Administration's control. 

New, meaningful legislation was forthcoming in 1966 with the 
passage of the Narcotic Addict Rehabilitation Act. This Act further en- 
hanced the view that "narcotic addiction was symptomatic of an illness 
that should be treated and not a criminal circumstance in itself." It 

provided for civil commitment in lieu of prosecution on the federal level 

32 

and provided grants to state and local governments among other things. 

In 1970, Congress passed into law the Comprehensive Drug Abuse 
Prevention and Control Act. This law provides "increased research into, 
and prevention of, drug abuse and drug dependence" (addiction has been 
replaced by the term dependence). It provides "for treatment and rehabili- 
tation of drug abusers and drug -dependent persons and strengthens existing 

33 

law enforcement authority in the field of drug abuse." 

31 

Lindesmith, The Addict and the Law , p. 240. 

32 

Narcotic Addiction Rehabilitation Act . National Institute of Mental Health, 
1966, National Clearinghouse of Mental Health Information, pp. 1, 2, 5. 

33 

Public Law 91-513 . 1970, U.S. Government Printing Office, p. 1. 



HABITUATION, DEPENDENCE, ADDICTION, 
AND CLASSIFICATION OF DRUGS 



Drugs are chemical substances that have an effect upon the body 
and/or mind. Many drugs are beneficial if used properly. Many medica- 
tions are sold on the open market for relief of headache, body ache, 
neuritis, neuralgia, etc. 

Some drugs have no known medical benefit or are detrimental when 
used improperly. By and large, those drugs which radically alter motor 
activity, organ function, or mental perception are illegal or prescription 
medicines, or utilized only in sanctioned experimental studies. 

Some drugs react in the body with a pleasurable effect. Sometimes 
when pleasure is derived from drugs, they become physically or'psychically 
necessary. To the degree that this phenomenon occurs, drug use may be 
classified into three categories: habituation, dependence, and addiction. 

Habituation is a normal characteristic of the human condition. People 
are creatures of indulgence and tend to repeat acts which have significance, 
expedience, or pleasure. People fall into ruts. They take the same route to 
work every day, mow the lawn the same way every week, smoke the same 
cigarettes every day, and so forth. Drug habituation includes the following 



characteristics: (1) an urge (but not a compelling urge) to continue inges- 
ting a substance for the sense of improved well-being it engenders; (2) there 
is no tendency to increase the dose; (3) some degree of psychic dependence 
but tolerance to the drug increases very little; (4) detrimental effects are on 
the individual as opposed to society. * 

Coffee drinking and cigarette smoking are prime examples of drug 
habituation. Smokers say they continue to smoke because it helps to calm 
their nerves or gives them something to do with their hands. Although 
smokers tend to increase the number of cigarettes they smoke, it is not a 
rapid increase. In comparison to heroin addiction, there is not as large an 
increase in the amount ingested. Although nicotine is stored in the tissues 
of the body, abstinence from cigarettes does not create a great degree of 
discomfort for the ex-smoker. The risks of smoking are borne by the 
individual who may get lung cancer, not society at large which is only 
indirectly affected. 

Dependence is differentiated from habituation in that it is implied 
that without the drug's support, the individual would suffer a state of dis- 
equilibrium. Dependence has two components: psychological and physical. 
With habituation there is some degree of psychological dependence and little 
or no physical dependence. However, dependence as a term implies that the 

* Richard R. Lingeman, Drugs from A to Z: A Dictionary (New York: 
McGraw-Hill Book Company, 1969), p. 88. 



physical need for the substance outweighs the psychological need. 

In 1964, the World Health Organization's Expert Committee on 
Addiction-producing Drugs defined drug dependence as follows: 

"Drug dependence is a state of psychic or physical dependence, 
or both, on a drug, arising in a person following administration 
of that drug on a periodic or continuing basis . The character- 
istics of such state will vary with the agent involved, and 
these characteristics must always be made clear by designating 
the particular type of drug dependence in each specific case; 
for example, drug dependence of morphine type, of amphetamine 
type , etc . " 3 

Addiction is an overpowering involvement with, and longing for, 
a chemical substance accompanied by physical dependence which motivates 
persistent usage. Addicting drugs cause the human body to form a 
"tolerance" which negates the effect of the substance. Hence, additional 
amounts of the drug are needed to obtain the desired effect. When the 
drug is no longer ingested, the body reacts in such a way as to provide 
readily identifiable symptoms. These symptoms, known as the withdrawal 
syndrome, are quite severe. This is one of the greatest dangers of addic- 
tion. A person habituated to cigarettes may feel nervous or edgy when he 
quits, but withdrawal from heroin is physiologically painful. 

The effect of the addiction-producing drug is so powerful that the 

#■ 

; individual orients his life around acquiring it at whatever cost to himself 

1 or society. A person is truly addicted when he acquires the drug not to 
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y Robert Coles, Joseph H. Brenner, and Dermot Meagher, Drugs and Youth 

| (New York: Liveright, 1970), p. 12. 
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get high but just to feel "normal." Addiction is also characterized by a 
high rate of relapse after the addict has been detoxified from the substance. 
This addiction encompasses psychic properties as well as physical 
properties. Because of the notorious meanings that the word (addiction) 
began to imply, the World Health Organization in 1964 recommended that 
the term "drug dependence" be substituted for "drug addiction." 

Drug Abuse/Drug Addiction 

Drug abuse and drug addiction are not synonymous terms. Drug 
abuse may be defined as the ingestion in excessive amounts of a chemical 
substance although the intake of the drug is not necessarily a repetitive 
act. Drinking too much beer or alcohol to the point of drunkedness may be 
termed drug abuse. Smoking cigarettes to the point of headache or nausea 
or taking 20 aspirin to pass out are also examples. Of course, drug abuse 
also encompasses the use of illegal drugs like marijuana, amphetamines, 
barbiturates, LSD when these are used on an occasional basis. 

Drug abuse becomes drug addiction when (l) use of a drug has the 
capability of creating a physical dependency through body tolerance, 

(2) the individual uses the drug on a regular basis above and beyond 
infrequent recreational use. A person is addicted to a drug when he relies 
on a drug to feel normal, and when acquiring and using the drug becomes a 



central activity in his life 



4 

Classification of Illicit Drugs 



Central Nervous System Stimulants 



Nicotine 

Caffeine 

Amphetamines: 

Benzedrine 

Dexedrine 

Methedrine 

Cocaine 



Central Nervous System Depressants 



Alcohol 

Barbiturates: 

Luminal 

Nembutal 

Seconal 

Amytal 

Tuinal 

Other Sedatives: 
Doriden 
Placidyl 



P s vchotropi c s 

Major Tranquilizers: 
Mellaril 
Thorazine 

Minor Tranquilizers: 
Miltown 
Equanil 
Librium 
Valium 
Sernx 



4 

Richard Brotman and Alfred Freedman, A Community Mental Health Approach 
to Drug Addiction (Washington: U.S. Government Printing Office, 1966), 
p. 43. 



Natural Hallucinogens 



t 

i 



LSD 

Marijuana 

Psilocin (Psilocybin) 
Mescaline 



Synthetic Hallucinogens 

DMT 

STP 

MDA 



Opiates 

Natural Opiates: 
Opium 
Morphine 
Heroin 
Codeine 
Pantopon 
Dilaudid 
Numorphan 
Laudanum 
Paregoric 



Synthetic Opiates 

Dolophine (Methadone) 
Demerol (Meperidine) 



l 



Note: The above drugs represent common examples in each category. 



ERIC 




- 20 - 35 



V 



CENTRAL NERVOUS SYSTEM STIMULANTS 



Nicotine and caffeine are substances used by many people, few of 
whom think of these as drugs. Psychologically, many people identify their 
use as a pleasurable habit. Central nervous system stimulants excite 
motor activity, respiration, heart rate, and blood pressure. Toxic over- 
doses of the above drugs have never been reported. 

Nicotine and caffeine are important for consideration here in that 
they should be identified as drugs. When placed in that perspective, it 
is not as difficult to believe that other drugs will be taken for granted and 
then abused. (It is charged by some that tobacco use is a stepping stone 
to marijuana.) 

Amphetamines are synthetic amines which act with a pronounced 
stimulant effect on the central nervous system. They are similar in action 
to adrenalin which is secreted in the human body when the individual is 
under stress. Medically, amphetamines have been used in the treatment of 
narcolepsy which is characterized by sudden attacks of sleep and weakness. 
Sometimes they are effective in weight reduction, although most often the 
weight is put on again when their use is terminated. They are used in the 
treatment of hyperactive children who showed learning and attention 
disorders. ® 



Gerald LeDain, chairman, Interim Report of the Commission of Inquiry 
into the Non-Medical Use of Drugs (Ottawa: Information Canada, 1970), 
p. 51. 
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Amphetamines come in liquid or powdered form, in capsules or 

tablets. The liquid may be taken intravenously or orally. Benzedrine, 

dexedrine, and methedrine are the major amphetamines used and differ 

only in strength. Benzedrine was first synthesized in 1927 and was first 

used in 1932 as a nasal inhaler decongestant. During World War II it 

was issued to troops to combat fatigue. It is recommended for depressive 

states, obesity, alcoholism, narcolepsy, and postencephalitic 
6 

parkinsonism. Truck drivers and students have been known to use 
"bennies" to stay awake for long periods of time. Dexedrine is similar to 

7 

benzedrine, but lesser amounts are needed to achieve the same effect. 

Methedrine, known as "speed," is the most potent of the amphet- 
amine type. This drug produces "euphoria, excitability, feelings of power, 
aggressiveness, and insomnia. Excessive doses can cause talkativeness, 
pupil dilation, nervousness, hyperexcitability, dryness of the mouth, rapid 
heart beat, violent actions, or paranoid delusions. The drug is considered 

dangerous for patients with high blood pressure, irregular heart beat, and 

8 

various cardiac disorders. " 

Amphetamine use may precipitate an acute temporary psychosis 
resulting from sustained wakefulness followed by relapse and exhaustion. 

6 

Lingeman, Drugs from A to Z . p. 22. 

7 

Ibid . , p. 61 . 

8 

Ibid . , p. 165. 
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The irregularity created by amphetamine causes disorientation and confusion 

9 

leading to psychosis. 

Of recent major concern is the problem of amphetamine abuse by 

those known as "speed freaks." Methedrine is injected intravenously, 

and the user experiences a state of euphoria in addition to the excitability 

usually experienced. Continuous use of amphete mines may lead to psychic 

dependence. Overdoses often occur from methedrine use while fewer cases 

10 

are reported for benzedrine use. 

Amphetamines are sometimes known in slang terminology as bennies, 
dexies, peaches, hearts, copilots, speed, among others.** 

Cocaine is an alkaloid derivative of the coca leaf of the coca bush 
which grows predominantly in Bolivia, Peru, and Java. In its pure form, 
cocaine is a white crystalline powder. Drug users take it for its almost 

violent stimulant and euphoric effects. The favored modes of ingestion are 

12 

sniffing and injection. 

When a user injects cocaine it is often mixed with heroin, or heroin 
is subsequently injected in order to reduce the effect the cocaine produces. 
Cocaine acts upon the central nervous system to produce a euphoric 



9 

Ibid . , p. 6 

10 

LeDain, Interim Report , pp. 54, 56. 

11 

Smith, Kline & French Laboratories, Drug Abuse: A Manual for Law 
Enforcement Officers (Philadelphia: SK & F, 1968), p. 53. 

12 

Lingeman, Drugs from A to Z . p. 44. 
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excitement and hallucinatory experience. Up to 10 grams a day of 

cocaine has been taken at frequent intervals. However, 1.2 grains is 

13 

thought to be a lethal dose. 

Cocaine does not develop a significant physical tolerance in the 

body. However, when the euphoric effects of the drug begin to wane, 

depression sets in. The user is often compelled to ingest more to reproduce 

14 

the euphoria. Hence, a psychic dependence tends to develop. 

When use becomes chronic there is an increasing hyperstimulation 

accompanied by digestive disorders, nausea, loss of appetite, loss of 

weight, and paranoid delusions. Prolonged sniffing of cocaine results in 

15 

the deterioration of the lining of the nose and ultimately the bone cells. 

Cocaine is variously known as coke, "C", Cecil, Corine, snow, 

, r 16 

stardust, to name a few. 
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Ibid. 
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Ibid . , p. 45. 
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CENTRAL NERVOUS SYSTEM DEPRESSANTS 



Alcohol is a central nervous system depressant although many 
falsely believe it is a stimulant. It is a great crippler of American 
society and takes many more lives than marijuana, heroin, or any other 
drug. Alcohol kills through cirrhosis of the liver and automobile acci- 
dents. It often results in the loss of productivity and jobs and torn 
families . 

An individual can build a psychic dependence and a tolerance to 

17 

alcohol resulting in a physical dependence. 

Barbiturates (Luminal, Nembutal, Seconal, Amytal, Tuinal, Miltown, 
Equanil, Doriden, and Placidyl among others) are commonly sedatives or 
"downers" and act to depress the central nervous system. In small doses 
they tend to have a tranquilizing effect, whereas in large doses their 
depressant action spreads to all parts of the central nervous system causing 
drowsiness and sleep under normal circumstances. Barbiturates are also 
useful as anticonvulsants such as in epilepsy, or as analgesics when 
minor pain prevents sleep. Barbiturates are divided into three classifica- 
tions — long acting, short to intermediate acting, and very fast acting — 

18 

depending upon the rate of metabolism by the liver. 

Barbiturates are physically addictive. Tolerance to the effects of 
barbiturates develops, and withdrawal effects occur when the drug is 



Lingeman, Drugs from A to Z . p. 74. 
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stopped. A strong desire to continue taking the drug in large amounts is 
still present after a few weeks. Addiction to 50 or more sleeping pills a 

day has been reported. When the drug is suddenly withdrawn, severe, 

19 

sometimes fatal withdrawal symptoms develop. 

People begin to abuse barbiturates when they take excessive 

amounts to control anxiety. "People under excessive stress, or those 

who cannot tolerate ordinary stress are vulnerable. A few years ago 

sedatives were drugs of abuse for adults. Now they are being consumed 

more and more frequently by teenagers." Persons who take amphetamines 

20 

might also take barbiturates to neutralize the excitability effect. 

19 

Ibid . , pp . 17, 18. 

20 

A Federal Source Book: Answers to the Most Frequently Asked Questions 
About Drug Abuse (Washington: U.S. Government Printing Office, 1970), 

p. 20. 
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PSYCHOTROPICS 



Psychotropics (tranquilizers such as Mellaril, Stelazine, Compazine, 
and Thorazine) are drugs which affect behavior and mood without depressing 
or stimulating the central nervous system. Characteristically, these drugs 
have little analgesic or anaesthetic properties. Instead, they alter the way 
one feels rather than changing physiological functions. Tranquilizers are 
useful in dealing with psychotic and neurotic symptoms. They are parti- 
cularly effective for anxiety. Tranquilizers do not necessarily produce 
sedative, depressant, or hypnotic reactions in themselves, but they do 
potentiate the effects of the opiates, barbiturates, and alcohol. Disruption 

of thought processes or motor incoordination are uncommon. Withdrawal is 

21 

psychic rather than physical. 

While physiologic functions are altered only slightly, psychotropics 
can cause rigidity, tremors, shuffling gait, postural abnormalities , and 
excessive salivation. ^ 



Brotman and Freedman, Community Mental Health Approach , p. 49. 
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American Medical Association Council on Drugs, AMA Drug Evaluations 
(Chicago: American Medical Association, 1971), p. 232. 
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NATURAL HALLUCINOGENS 



Natural hallucinogens are derived from various natural substances. 
This group of chemicals has the ability to evade and disrupt the normal 
sensory activity of an individual. Hallucinogens are capable of distorting 
perception, creating dream images, and hallucinations. Physiologically, 
these chemicals attack the central nervous system and in turn are capable 
of producing a wide range of physiological effects. It has been demon- 
strated that areas such as (1) sections of the brain, (2) smooth muscle 
organs, and (3) neuron mechanisms are affected. Specifically, drugs such 
as LSD inhibit the production of a substance known as serotonin which 
plays a role in the transmission of impulses from one nerve ending to 

23 

another in the brain. However, this has not been proved conclusively. 

These drugs include lysergic acid di-ethylamide (LSD), Cannabis 
sativa (marijuana), psilocin (from psilocybin mushrooms), and mescaline 
(from peyote cactus) . 

The raw chemical properties of these drugs are widely distributed 
across the world and are often found in naturally growing vegetation. 
Certain types of mushrooms, cactus, tree bark, flower seeds, fungus, and 
seaweed can provide the chemicals when synthesized in laboratories. To 
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Louise G. Richards, Ph.D; Milton H. Joffe, Ph.D.; and George R. 
Spratto, Ph.D.; LSD -2 5: A Factual Account (Washington, D.C.: U.S. 
Government Printing Office, 1969), pp. 6,7. 
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date, however, there is no legitimate use for these drugs except on a 



1 

1 


24 

research basis. 

Historically, hallucinogenic use was restricted to isolated, primi- 
tive societies, and was in most cases associated with religious rites. 
Certain South and North American Indian groups as well as some Siberian 
tribes have historically employed hallucinogens. In recent years, however, 
the spread of hallucinogens has migrated to the metropolitan areas of 
western countries. In addition, it has been found that hallucinogenic use 
is no longer barred by age, socioeconomic status, or cultural background. 
Usage has been found in all levels of American life, differentiated only 
by reasons for use. Various reasons for use have been reported. Self- 
awareness, self-mastery, religious experience, and to escape the day to 
day practices and preoccupations of living, etc. In many cases the user 
has reviewed the drug as a chemical escape to self-renewal and awareness 

of the spirit. Less noble reasons for use have been peer pressure, boredom, 

25 

personality disorders, etc. 

Lysergic acid di-ethylamide (LSD) was discovered in 1938 by 
Albert Hoffmann, a Swiss research chemist. The drug was synthesized from 
a wheat rust fungus. Ironically, the extraordinary powers of LSD were not 


j 

i 


24 

President's Commission on Law Enforcement and Administration of Justice, 


V 

1 

1 

’/ 

V. 

E 

\ 

i 

f 

l 


Narcotics and Drug Abuse (Washington: U.S. Government Printinq Office. 
1967), p. 26. 

25 

Coles. Brenner. Meaqher. Drugs and Youth, dd. 65-68. 


\ 

ERIC 

^ i . 


-29- 

44 



discovered until five years later when Dr. Hoffmann accidentally ingested 






a minute amount of the chemical. Dr. Hoffmann recorded the effects of 

26 

his experience and thus recorded the birth of the LSD "trip." 

LSD is an odorless, tasteless white crystalline powder which is 

soluble in water in its pure form. It is an enormously potent chemical in 

that a dose can be measured in millionths of a gram, or micrograms. The 

drug may be obtained in a crystalline form, capsules, or a liquid in ampule 

doses. It may also be deposited on sugar cubes, crackers, or other foods 

or dissolved and soaked into paper or fabric. It can be ingested by mouth 

27 

or injected by needle. 

In the last fifteen years, a large volume of materials has been 

accumulated on LSD, Research projects and street use have provided much 

of what we know about its effects. In 1966, the drug was brought under the 

control of the Drug Abuse Control Amendment; and, as a result, research on 

it has been considerably reduced. Street use, however, has not been reduced 

2 8 

and many young people are continuing to fall victim to its effects. 

One of the possible dangers of the LSD experience is the "flashback. " 
"A flashback is a recurrence of some of the features of the LSD state, days 
or months after the last dose." The flashback can occur from physical or 
psychological stress, or by medications such as antihistamines, or by 
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marijuana. Those individuals who have used LSD report that flashbacks 
are a rare occurrence. It seems that the frequency of flashbacks is pro- 
portional to the use of LSD. Flashbacks, without apparent cause, frequently 

induce anxiety and fear that one is going mad. Suicide is sometimes the 
29 

result. 

Another danger is the possibility of chromosomal damage. However, 

30 

the evidence is inconclusive, and the question remains unsolved. 

Marijuana is considered a mild hallucinogen. Although it is 
chemically different from other hallucinogens, its effects are very similar 
although much milder. 

The active ingredient in marijuana is tetrahydracannabinol (THC). 

It has been found that THC is retained in the body for eight days. Hence, 
in the chronic smoker a cumulative effect is seen, with lower doses being 
required to produce a "high." Very little is really known scientifically 
about the long-term effects of marijuana usage on the individual. It is 
reported that there is no known medical use for the drug to date. What 
research has been done either supports or rejects its potential to cause 
personality or social harm. No concrete evidence has been obtained in the 
last few years to support either position totally. 
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A Federal Source Book: Answers to the Most Frequently Asked Questions 
About Drug Abuse (Washington: U.S. Government Printing Office, 1970), 
p. 13. 
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Coles, Brenner, Meagher, Drugs and Youth , p. 64. 






Psilocin was identified in 1953 by Gordon Wasson in Mexico. The 



mushrooms containing psilocybin are found mostly in Mexico and are eaten. 
At the outset, the reaction causes dilation of the pupils, nausea, muscular 
relaxation, coldness of the limbs, and mood alteration such as hilarity. 
Later, visions set in of brilliant colors, shapes, geometric patterns, and 

myriad scenes sometimes perceived as if from a lofty height as well as 

31 

aural hallucinations. 

Mescaline is a substance derived from peyote which is a cactus 
plant with small spineless heads or buttons barely protruding from the 
earth. It grows wild in the southwestern part of the country and in Central 
and South America. Mescaline was known to the Aztecs who considered 
its hallucinogenic properties to be divine. American Indians learned of its 
qualities in the latter part of the 19th century, and gradually a religious 
cult grew irrespective of tribal affiliation. The cult was organized as the 

32 

Native American Church, and the Indians claim a membership of 200, 000. 

Mescaline does not induce physical dependence, and there are no 

withdrawal symptoms when its use is discontinued. Tolerance to mescaline 

may develop although at a slower rate than LSD. Cross -tolerance also 

develops with LSD and psilocybin. Cross-tolerance is the occurrence of 

33 

tolerance to more than one drug which has similar effects. 
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SYNTHETIC HALLUCINOGENS 

Synthetic hallucinogens are laboratory preparations with molecular 

structures similar to natural hallucinogens. These include dimethyl- 

tryptamine (DMT), 4 methyl-2, 5 dimethoxy-a-methyl-phenethylamine 

(STP), and methylene di-oxy-amphetamine (MDA). 

DMT is closely related to psilocybin. Orally it has little effect; 

however, some claim to have experienced mild, short-lived, dreamlike 

states. Most often it is deposited on parsley and smoked. Its effects 

closely resemble those of an LSD trip, but are much milder, usually lasting 

no more than two hours. It has not yet been clearly established what the 

dangers of DMT are, but recurring anxiety attacks for one to two weeks 

34 

afterwards have been reported. 

STP was first synthesized by the Dow Chemical Company. It got its 

name either from the popular motor additive or from Timothy Leary ("serenity, 

tranquility, and peace"). It is more powerful and longer lasting than LSD 

or DMT. Its effect may last three to four days as compared to LSD effect of 

24 hours. Psychotic reaction to the drug is more intense and more likely. 

Chlorpromazine , a tranquilizer, has been used to calm an LSD taker who has 

had a panic psychotic reaction. However, it was found to intensify and 

worsen adverse reactions to STP. Hence treatment is more complicated with 
35 

STP. 



34 

Coles* Brenner, Meagher, Drugs and Youth , p. 72. 
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MDA appeared in 1969 and is a synthetic usually taken orally. 

MDA causes moderate euphoria with vivid intensification of visual percep- 
tion and impairment of depth perception. It has been called the love drug 

3 6 

frequently inducing orgasms. 

36 
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OPIATES 



Opium is the milky resin obtained from the seed pods of the opium 

poppy, Papaver somniferum. It is dried to form a brownish gummy substance. 

The effects of opium have been known since prehistoric times. The opium 

smoking habit was introduced in America in 1840 by Chinese immigrants. 

Opium was used medically to relieve pain, suppress coughing, act 

as a sedative, and counter diarrhea. Opium addiction produces withdrawal 

symptoms comparable in severity to those produced by morphine dependence. 

Tolerance to opium increases rapidly, and an addict may take up to 20 to 40 

37 

grams of the drug a day. 

An important aspect of opiate addiction is the probability of an over- 
dose. Overdose occurs from the ingestion of too much opium which acts to 
depress the central nervous system. The result of an overdose is often 
coma and death from respiratory depression and cessation of breathing. In 
addition, the human body has a maximum limit of tolerance to opiates which 

the addict cannot estimate. Thus it is possible that the addict will reach a 

3 8 

level of use which his body will not tolerate, and the result is overdose. 

Morphine, a natural alkaloid of opium, was first isolated in 1803 by 
Sertumer. It was first used in this country as an analgesic during the Civil 

37 

David P. Ausubel, Drug Addiction: Physiological. Psychological and 
Sociological Aspects (New York: Random House, 1968), pp. 16-17. 
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War. It Is still known today as one of the best pain relievers in medicine. 

Physiologically, morphine causes constipation, nausea, sometimes 
vomiting, constriction of the pupils, heaviness of the limbs, itchiness of 
the face and nose, sweating, respiratory depression, and other symptoms. 
The drug's psychological effects include analgesia, impairment of mental 
and physical performance, reduced sex and hunger drives, and changes in 



39 



mood. Morphine raises the pain threshold, and it relieves the anxiety and 

40 



fear associated with pain. 

The fascination with morphine lies in its ability to reduce sensitivity 
to both physical and psychological stimuli and to produce euphoria. This 
drug dulls anxiety, tension, and fear. The addict, under the influence of 



morphine, is usually indifferent and lethargic. He is little concerned with 

41 



his personal situation or personal environment while under the influence. 

Physical dependence is caused by tolerance to the drug in which 
the body tissues retain the drug and incorporate it into tissue function. In 



addition, other side effects include constipation, constriction of the pupils, 
42 



and excitation. 



When ingestion of morphine is terminated, the intensity of withdrawal 
symptoms varies with the degree of physical dependence. The withdrawal 
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syndrome sets in about 8—12 hours after the last dose. The peak of with- 
drawal is reached about 36-72 hours after the last dose, and symptoms 

may last as long as 5-10 days; but insomnia, muscular cramps, and aches 

43 

and pains may persist for weeks. "In extreme cases, death may result. 11 

Heroin is a semi synthetic derivative of morphine which was formu- 
lated in 1898 in Germany. When it was found that heroin relieved the 
withdrawal symptoms of morphine addiction, it was acclaimed a cure for 
morphine addiction. Twelve years passed before it was discovered that 
heroin was more devastating than morphine; and, by this time, addicts had 

learned of its effectiveness. Congress prohibited manufacture of heroin 
44 

in 1924. 

Heroin is two to three times as potent as morphine. In equal 
doses, the effects of heroin and morphine are very similar. Both cause 
analgesia, drowsiness, and respiratory depression. ^ 

Withdrawal symptoms from heroin are somewhat briefer than mor- 
phine, but the overall severity is almost identical to morphine. Heroin 

produces more euphoria and stimulation, and physical dependence develops 

46 

more quickly than with morphine. 
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One reason that addicts have found heroin to be their drug of 

choice is undoubtedly because heroin is only half as bulky as morphine, 

47 

and therefore more easily concealed. 

Heroin, like morphine, acts to depress sex, hunger, and aggres- 
sion. In the depressed state, the heroin addict is free from strivings, 

, 48 

relaxed, and detached. 

"And the heroin addict suffering from some psychic pain due 
to inner anxiety arising from unrelie vable subconscious 
weak identity palliates this pain by suppressing these drives 
at their source. Immediately the source of pain is deadened, 
he experiences euphoria, well-being, detachment from the 
world, and an almost complete absence of normal known 
hungers . 

Heroin sometimes acts as a sex substitute and supplies a sexual 

gratification similar to an orgasm in the pit of the stomach. Others go 

into shock which is powerful enough to be akin to death, followed by an 

immense relief at being alive. The shock comes from destruction of blood 

50 

cells and lowering of blood temperatures. 

Users usually progress in the habit from sniffing (snorting), to 

skin popping (subcutaneous injection), to mainlining (intravenous injection). 

Each mode of ingestion gives the addict a better "kick" than the previous 
51 



mode. 
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Heroin addiction is an extremely expensive habit. Heroin begins 
in the hills of Turkey where the resin of the opium poppy is grown legally. 

It is sold by growers for about $15 a kilo. It is converted to crude mor- 
phine in Turkey or Syria. It is then worth $4,000 a kilo. In turn, one kilo 
of pure heroin provides 50, 000 bags of heroin which is cut with milk sugar 
or quinine. On the streets it retails for $5 a bag. Thus, the heroin which 
was originally worth $15 is now valued at $250,000. 

"The profit margin is staggering, shared by the Turkish peasants 
who grow j t, the Bedouin and Kurdish smugglers who carry it to 
Beirut, the Lebanese who refine it, the Corsicans who route it 
from the Middle East through France to the United States, the 
importers who control the major American markets, the distribu- 
tors in Harlem, the pushers scattered around the city, and 
finally the peddler in the streets, usually the only man in the 
whole process, once the drug has left the Middle East, who 
feeds upon heroin himself. "52 

Codeine is an alkaloid of opium which occurs naturally in the 
juices of the opium poppy. It is usually mixed with other substances for 
use in cough medicines. It has about one-sixth the analgesic effect of 
morphine and is used only in combatting minor pain. It can cause constipa- 
tion and nausea as side effects. Large doses have a paradoxical stimulant 
effect. Codeine addiction is rare but not unknown. Physical dependence 
does occur although withdrawal symptoms are much milder than those con- 
nected with morphine or heroin dependence. Psychic dependence does often 
occur since users seek out its euphoric effects. Codeine is sometimes 

52 

Dick Schaap, Turned On (New York: Harcourt, Brace & World, 1968), 
pp. 78-79. 
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used by heroin addicts trying to withdraw themselves (or when heroin is 

5 3 

scarce) and use codeine to alleviate their withdrawal symptoms. 

Pantopon is an opium preparation containing all its alkaloids in 
their natural percentages but with inert gums and resins removed. Pantopon 
is one-half morphine and is therefore half the strength of an equal volume 

54 

of morphine. It is sometimes used as a substitute for morphine clinically. 

Dilaudid is a morphine derivative and is a much more potent pain 

reliever, being five to seven times as strong as morphine. There is less 

nausea, vomiting, and sedation than with morphine. Prolonged use results 

55 

in physical dependence and withdrawal is as severe as that of morphine. 

Numorphan is a morphine derivative which is more potent analgesi- 
56 

cally than morphine. 

Laudanum is an opium preparation first compounded in the 16th 
century by Paracelsus. It was used medicinally for a number of diseases 
up through the 19th century. It was sold without prescription and its addic- 
tive potential was not understood. As a result, such well-known people as 

57 

Coleridge, Poe, Moussorgsky, and De Quincey were dependent upon it. 
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SYNTHETIC OPIATES 



Dolophine ("dollies" in addict jargon) is better known as methadone. 
Originally an analgesic, it is now chiefly used in treatment of morphine and 
heroin addicts, although a state of euphoria may be obtained when excessive 

amounts are taken. Its principal usefulness is derived from its ability to 

58 

blockade the euphoric effect of heroin or morphine. 

Methadone may be utilized in two ways; to blockade the euphoric 

effect of heroin or morphine, or maintain the normal feeling of the heroin/ 

morphine addict to prevent withdrawal. The blockade dosage of 8-120 mg. 

per day is used for the uninspired addict who wishes to quit heroin, but 

does not have sufficient motivation. Hence, the blockade dosage destroys 

the euphoric effect. The maintenance dosage in turn is used with the 

motivated addict. The effect is to keep the addict from going into with- 

59 

drawal. The maintenance dosage is 25-40 mg. per day. 

Observations have shown that methadone has several therapeutic 
qualities. Chronic administration of methadone produces few, if any, 
deleterious effects. When taken orally, it is long lasting (24 hours) as 
compared to 4-6 hours for heroin. It reduces the craving for heroin which 
drives many detoxified addicts to resume heroin addiction. It produces a 

58 

Ibid . , p. 161 . 
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William F. Wieland, M.D., "Methadone Maintenance Treatment of 
Chronic Narcotic Addiction," reprinted from The New Physician . 

(March 18, 1969), p. 210. 



cross-tolerance or blockade to other narcotics, which discourages further 

60 

usage of black market heroin or other opiates. 

Demerol is a synthetic opiate widely used as an analgesic in 

childbirth. Because of its accessibility in hospitals, it has become the 

drug of choice for addicted medical personnel because of the mistaken 

61 

view that it is not addicting. 
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MARIJUANA 



Marijuana (Cannabis sativa) is a durable herbaceous plant growing 
primarily in arid or semi-arid climates. It grows to a height of 8 to 20 
feet. It is dioecious; that is, there are male and female plants. Taller 
and short-lived, the male plant usually dies soon after its pollen is shed. 
Until the advent of synthetics, the male plant was cultivated for its hemp 
fiber used in the making of rope. The female plants are bushier, pollinate, 
and survive until killed by frost, or their seeds are fully matured. * 

The principal psychoactive agent in marijuana is Delta 9-tetrahydra- 
cannabinol (THC) found in greater abundance in the female plant. Most of 
this agent is secreted from the flowering tops of the female plant in the 
form of a clear varnish-like resin called "hashish" which dries into a hard 

brown cake. THC is also found in other parts of the plant, but the flowers 

2 

and leaves are the main sources . 

Marijuana is not physically addictive. The body does not build a 
tolerance to the drug although recent evidence shows that THC is retained 

1 

Secretary of the Department of Health, Education, and Welfare, Marijuana 
and Health (Washington, D.C.: U.S. Government Printing Office, 1971), 

p. 20. 
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in the body for up to eight days. Hence, in the chronic smoker a cumu- 
lative effect is seen with lower doses being required to produce a state of 
3 

euphoria. Since there is no tolerance to the drug, there are no withdrawal 
symptoms. However, marijuana can cause psychological dependence in 
some smokers. 

Documentary physiological effects of marijuana inhalation are 

reflected in an increase in pulse rate which occurs as the body tries to 

compensate for the deprivation of oxygen. Another physiological effect 

is conjunctival injection or "red eye." It is hypothesized that minor 

vascular changes are responsible for this occurrence. Smokers often 

exhibit the sensations of dry mouth and throat. Appetite is stimulated and 

is associated with a decrease in blood sugar level. There is a decrease 

in leg, hand, and finger strength at high dosage levels. The person is 

uncoordinated when intoxicated and may walk with a staggering gait and 

slur his speech. Other vital functions, however, such as basal metabolic 

rate, temperature, respiration rate, and lung vital capacity are generally 
4 

unchanged. 

Psychologically, marijuana smoking brings about a distortion of 
time sense. The tendency is to overestimate the passage of time as com- 
pared to alcohol in which the individual tends to underestimate the passage 



Testimony of Drs. Harold Kolansky and William T. Moore before the 
Montgomery County Drug Commission, 11th Session, April 24, 1971, p. 18. 
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of time. These determinations were made in the Hollister study where the 

effect of a 50-60 gm. dose of 95% ethyl alcohol was compared to a 27-37 

mg. THC dose of marijuana extract. In addition, Hollister found that 

marijuana was responsible for alteration of perception which did not occur 

with alcohol intoxication. Both produced decreased physical activity, 

euphoria, and sleepiness. Hunger and food consumption were increased 

5 

by marijuana and decreased by alcohol. 

Set and setting are important aspects in reaching euphoria with 
marijuana. By "set" we mean the marijuana user's mental outlook. Does 
he want to take the drug? Is he afraid he will be caught by the police? 

If the user's mental "set" is positive, he will find it much easier to get 
"high" than if he is apprehensive. By "setting" we mean his environmental 
surroundings, the place where he is taking the drug. In a clinical-experi- 
mental setting an individual would not get as high as he would in an 
apartment with the lights dimmed and the phonograph playing. 

Acute psychotic episodes occur very infrequently with marijuana 
use, although more potent hallucinogens such as LSD (160 times as potent 
as marijuana) may precipitate such attacks. 

What is known as the "a motivational syndrome" is the possible con- 
sequence of long-term chronic use of marijuana. There is increasing evidence 
to show that frequent heavy use of marijuana over a long span of time can be 
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correlated with a loss of interest in conventional goals and the development 

6 

of mental lethargy. 

Marijuana brings about an impairment of psychomotor performance 
with a 15-30 mg. oral dose or 4-10 mg. smoked. Simple and familiar tasks 
requiring rote memory are only minimally affected. However, the more com- 
plex and demanding the task, the greater the degree of impairment. Practiced 
tasks such as knitting would be less affected than tasks such as reading 
which takes more concentration. 

The Melges study demonstrated that marijuana intoxication impairs 
the ability to (1)' "retain events from the preceding few seconds to minutes;" 
(2) "shift attention appropriately from one focus to another;" (3) "to organize 
and coordinate serially in time recent information while pursuing a goal 
directed task." These inabilities were termed "temporal disintegration" by 
Melges. Difficulty in retaining, coordinating, and indexing information 
creates memory lapses which leads to disorganized speech and thinking. 
Temporal disintegration is associated with depersonalization. The person 

loses his personal identity and causes him to experience himself as strange 

7 

and unreal during marijuana intoxication. 
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F. T. Melges, J. R. Tinklenberg, L. E. Hollister, and H. K. Gillespie, 
"Marijuana and Temporal Disintegration, " Science , 168 (3935): 1118-1120, 
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